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INITIAL COMMENTS

The findings on this statement of deficiencies
demonstrates non-compliance with Title 42, Code
of Regulations 483.70(a), life safety from fire. The
requirement is not met as evidenced by the
facility's failure to meet the National Fire
Protection Association code(s) cited.

NFPA 101 LIFE SAFETY CODE STANDARD

Generators are inspected weekly and exercised
under load for 30 minutes per month in
accordance with NFPA 99. 3.4.4.1.

This STANDARD is not met as evidenced by:
Based on record review, the facility failed to
ensure that the monthly testing of the generator
was performed and the results documented. This
failed practice had the potential to affect all 175
residents, according to the Resident Census and
Conditions of Residents form dated 5/14/07. The
findings are:

On 5/17/07 at 11:00 a.m., the facility could not
provide documentation that they had tested the
battery for the monthly electrolyte levels for the
past year. Maintenance staff interviewed stated
they could not remember ever testing the
electrolyte levels.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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